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Attachment 4.19B 

Methods and Standards for 
Establishing Payment Rates 

Service 24.a 
Transportation Services 

MONTANA 

I. Reimbursement for Transportation Services will reimburse Medicaid providers for 
transportation services based on the lower of: 

a) the provider’s usual and customary charge; or 
b) the Department’s fee schedule. 

Reimbursement for ambulance services are comprised of a base rate for the category of 
service plus a separate payment  for mileage and certain supplies. 
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